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Abstract 

Background A culturally sensitive sexual and reproductive health (SRH) information communication intervention 
which is effective can improve SRH information communication (IC) between parents and their adolescents. This 
facilitates adolescents’ informed SRH decisions to optimise positive SRH outcomes.

Aim The aim of this article was to integrate the findings from a systematic review and a qualitative study on sexual 
and reproductive health information communication and the considerations to make in adapting an effective parent-
adolescent SRH information communication intervention from the systematic review findings.

Methods Explanatory sequential Mixed Methods Research was used; first, a quantitative Systematic Review was con-
ducted in lower-and-middle-income countries, utilising Joanna Briggs Institute (JBI) software for reviews. The system-
atic review findings were then explained, utilizing an exploratory qualitative design in the second phase of the study. 
A purposive sample of ten parent-adolescent pairs was selected from Asante Akyem North Municipality of Ghana 
and all participants were interviewed individually. The sample was based on the demographics highlighted in the sys-
tematic review. A semi-structured interview guide was developed from the findings of the systematic review.

Results The results confirmed that effective SRH information communication interventions are associated with par-
ent-adolescent SRH information communication skills. SRH communication is also influenced by the SRH information 
parents and adolescents have and the personal and social motivation to communicate the information. The method 
of intervention delivery, the experts involved, and the place of delivery were also identified as important issues 
to consider in adapting and implementing an intervention.

Conclusion The study has provided information on the components of a culturally sensitive SRH information com-
munication intervention. The contextual information gathered, which explained the systematic review findings, will 
be helpful in the adaptation of SRH information communication intervention.

Keywords Parent, Adolescent, Sexual and Reproductive Health, Information, Communication, Intervention, Lower- 
and middle-income countries, Systematic review

Introduction
Adolescent Sexual and Reproductive Health (SRH) has 
received attention globally because of the consequences 
of risky adolescent sexual behaviour, such as early sexual 

debut, unprotected sex, and multiple sexual partners [1]. 
Such behaviours lead to sexually transmitted infections 
(STIs) including HIV/AIDS, unplanned pregnancies with 
their associated consequences such as unsafe abortion, 
poor birth outcomes and school dropout [2].

In lower- and middle-income countries (LMICs), ado-
lescents have challenges in meeting their SRH needs, 
and risky sexual behaviours are more pronounced in 
such countries [3]. Adolescents face barriers in assess-
ing SRH information from reliable sources such as 
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parents, who are their preferred source of received 
information.

Approximately 13% of adolescent girls and young 
women globally give birth before age 18 [4]. Sub-Saha-
ran Africa has the highest adolescent birth rates glob-
ally, with 93 births per 1,000 girls aged 15–19 years [5]. 
In Ghana, the pooled prevalence of adolescent preg-
nancy is approximately 15.4%, with higher rates in rural 
areas (19.5%) compared to urban areas (10.6%) [6].

In Ghana, there is an increased rate of adolescent 
pregnancies [7]. This may be because adolescents lack 
SRH education, are neglected by their parents and 
face sexual abuse [8]. In curbing these issues, parent-
adolescent SRH information communication has been 
cited to be one of the most important activities [9]. 
Through this, adolescents gain information that helps 
them with sexual decision-making, which contributes 
to improved SRH outcomes [10]. The ability of adoles-
cents to make decisions based on accurate SRH infor-
mation is very important. SRH information needs to be 
not only accessible, but also comprehensible to the ado-
lescent [11]. Research has shown that when adolescents 
acquire knowledge from SRH information communica-
tion, they may avoid or delay sexual activities and estab-
lish healthy sexual activity in the future [9]. In phase 
one of this study, which was the systematic review, 
SRH information identified included (but was not lim-
ited to) changes during adolescence, menstruation, sex, 
abstinence, dating, relationships, pregnancy, safer sex, 
contraceptives, STIs including HIV/AIDS, contracep-
tives, abortion, and sexual coercion resistance [1, 9, 
13–15]. Adolescents’ acceptance of SRH information 
also depends on its source. In the second phase of this 
study, adolescents mentioned that they prefer receiving 
SRH information from their parents. This is also in line 
with the findings of other studies [16]. Parents play an 
influential role in educating adolescents on SRH; there-
fore, it is important to look at parent-adolescent SRH 
information communication.

Parent-adolescent SRH information communication is 
how parents share information, influenced by their val-
ues, beliefs, and standards regarding SRH with adoles-
cents. This could influence the knowledge, attitudes and 
behaviour of adolescents regarding SRH [13]. SRH infor-
mation communication between parents and adolescents 
is influenced by the communication skills possessed 
by both parents and adolescents [14]. Parents as well as 
adolescents must have some communication skills to be 
able to share SRH information. This skill needs may be 
met when parents and adolescents have knowledge and 
skill to communicate SRH information [9] using a SRH 
information communication intervention that is cultur-
ally sensitive.

A culturally sensitive SRH information communica-
tion intervention is one that intentionally takes into con-
sideration the parent and adolescent’s values, beliefs and 
standards to increase the SRH communication skills of 
both parents and adolescents [17]. Such an intervention 
is likely to be accepted by people in the Ghanaian context 
since it takes into account their cultural predisposition.

Considering the above, it is important to integrate the 
findings from the systematic review and the qualitative 
studies to inform the adaptation or adoption of a cultur-
ally sensitive SRH information communication interven-
tion in Ghana.

The information, motivation, behavioural skill model 
[18] was used to organize the findings from the system-
atic review and the qualitative studies for analysis to be 
made.

Research design and methods
Research design
This is the fourth of a series of articles on an explanatory 
sequential mixed methods study on parent-adolescent 
SRH information communication intervention in Ghana. 
The first phase was a systematic review of effective inter-
ventions for SRH information communication utilising 
JBI SUMARI and the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses (PRISMA). Further, 
an exploratory design was used to explain the findings 
from the systematic review. The integration of findings 
was elucidated through merging, connecting and build-
ing of meta inferences. The connecting scheme for data 
integration as proposed by [19] was used because data 
from the qualitative phase was used to explain the sys-
tematic review results. The mixed data analysis proposed 
by Onwuegbuzie and Teddlie [20] was used to combine 
the data.

First, integrated data reduction was conducted. The sta-
tistics from the individual studies identified from the sys-
tematic review were computed together with the themes 
generated from the qualitative studies. The researcher 
then did a parallel graphical representation of quantita-
tive and qualitative data (tables for quantitative param-
eters and thematic matrices for qualitative parameters) 
to visually compare the data. Cross-case analysis was 
done to ensure quantification and qualification. Qualita-
tive and quantitative data were then correlated. Multiple 
data sets were then merged to create new codes and vari-
ables. Finally, meta inferences were derived by reviewing 
data from both quantitative and qualitative data sets. The 
steps taken has been summarised on Fig. 1 below.

Study setting
The study began with a systematic review of sexual and 
reproductive health (SRH) information communication 
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intervention in low- and middle-income countries 
(LMICs). Following this, a qualitative descriptive phase 
was conducted in the Asante Akyem North Munici-
pality of Ghana, an LMIC, to provide localized insights 
into SRH communication practices. Asante Akim North 
municipality has a large population of adolescents which 
is diverse in culture and religion. Such a setting provides 
an opportunity to gather in-depth data to accurately 
adapt an intervention for parent-adolescent information 
communication on SRH that is context specific.

The municipality is located in the eastern part of the 
Asanti region. About 98.2% of the population in the 
municipality are Ghanaians (95.9% by birth, 0.6% by nat-
uralization and 1.7% with dual nationality) and 0.9% are 
from other Economic Community of West African States 
(ECOWAS) countries. With regards to religion, the 
majority (83.7%) of the persons in the district are Chris-
tians, 9% are Muslims and 5.6% do not associate with any 
religion. This is important to note because religion has 
been linked with communication and decision making 
in health [21]. The main languages for communication in 
the municipality are English and ‘Twi’ languages. Other 
languages spoken are based on ethnicity. Language is not 
just considered as part of culture but helps in the trans-
mission of culture [22]. The majority (79.2%) are literate. 
There are 16,038 adolescents in the district [23].

Description of quantitative phase
The quantitative phase was a systematic review of quanti-
tative studies, which was guided by the preferred report-
ing items for systematic reviews and meta-analyses 
(PRISMA) and the Joana Briggs Institute (JBI) manual. 
The review was registered in PROSPERO with registra-
tion number, CRD42022297526.

Information Sources and Search Strategy a search 
strategy to search for studies published from January 
2011 to December 2021 in EMBASE, CINAHL, Pub-
Med, OVID, Scopus, Cochrane Reviews Library, Web 
of Science and Science Direct. The keywords used for 
the search included (Adolescents” OR “Teenagers” OR 
“Young Adults”) AND (“Parents” OR “Caregiver” OR 
“Mother” OR “Father” OR “Guardian”) AND (“Sexual” 
AND “Reproductive” AND “Health”) AND (“Informa-
tion” AND “Communication”) AND (“Interventions” OR 
“Strategies” OR “Best Practices”). Studies that trained 
parents, adolescents (13 to 16  years of age) or both on 
SRH information communication was selected. The 
authors considered both experimental and quasi-exper-
imental designs, including randomized control trials, in 
LMICs.

Study Selection After the search in the above-men-
tioned databases, the citations identified were uploaded 
into Mendeley (1.19.8) and screened by two reviewers. 
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Fig. 1 The mixed method design
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Potentially relevant studies were imported into the JBI 
system for the unified management, assessment, and 
review of information (JBI SUMARI). The inclusion cri-
teria were used to assess the full text of the studies by 
the researcher and his supervisor, and the results were 
reported.

Inclusion and Exclusion Criteria this review included 
both experimental and quasi-experimental study designs, 
including randomized controlled trials in LMICs, that 
exposed parents, adolescents (13 to 16 years) or both to 
SRH communication interventions. This age group com-
prises adolescents in the latter stage of early adolescence 
and those in middle adolescence and represents a tran-
sition from early to late adolescence. Since some studies 
did not specifically include this age group, relevant stud-
ies were included if at least 50% of the participants were 
between the ages of 13 and 16; results were stratified 
according to age groups.

Assessment of methodological quality / critical 
appraisal included studies were critically appraised by 
the researcher and his supervisor independently, using 
the JBI standardized critical appraisal tools [24].

Data Extraction and Synthesis Standardized data such 
as authors, study aims, participants, and settings were 
extracted from each study, as well as information regard-
ing the intervention components and outcomes. A nar-
rative synthesis approach was used to synthesize data 
because of the heterogenous nature of the study out-
comes and the intervention approaches.

Description of the qualitative phase
Study Population and Sampling In the qualitative phase, 
Parent adolescent dyads were recruited but interviewed 
separately. Parents included a biological father or mother, 
or the male or female guardians of an adolescent (13 to 
16  years of age) who were willing to participate in the 
study. Adolescents aged 13 to 16  years were included 
in the study because the purposive sampling approach 
was used to sample parents and adolescents. Flyers with 
information were distributed to potential participants. 
Parental consent and child assent forms were signed by 
parents and adolescents respectively prior to inclusion 
in the study. To include the nuances of the developmen-
tal needs of adolescents, the authors included 5 parents 
of adolescents aged 13 to 14 years and 5 parents whose 
adolescents were 15 to 16  years of age. Maximum vari-
ability was ensured by sampling at least three male and 
three female parents. Adolescents who were cohabiting 
or married were excluded from the study, as were their 
parents. The final sample comprised 10 parents and 10 
adolescents based on saturation. Data saturation was 
achieved after the 8th parent-adolescent pair, as no new 
themes or codes emerged during the iterative process of 

data analysis. To validate this, two additional interviews 
were conducted, which further confirmed the recurring 
themes. This approach aligns with established qualitative 
research guidelines that define saturation as the point at 
which additional data does not contribute new informa-
tion or insights [25]

Data Collection In the qualitative phase, individual 
interviews were conducted, using a semi-structured 
interview guide. The interview guide was developed by 
the researcher in consultation with the supervisory team, 
based on the findings of the systematic review and the 
IMB skills model, to obtain data from parents and adoles-
cents. The guide comprised open-ended questions with 
probes and prompts to ensure that spontaneous, rich and 
vivid data was obtained from the context.

A pilot interview was initially conducted with a parent 
and her adolescent separately to assess the clarity of the 
guide and the time estimated for the interviews. The data 
was transcribed and analysed and afterwards discussed 
with the supervisors. The interview guide was slightly 
modified after the pilot study, to ensure that the SRH 
information communication skill needs would be well 
explored.

Consent was obtained from parents and child assent 
was obtained from adolescents. After that, interviews 
were conducted at a place and time convenient to the 
participants. The researcher scheduled a convenient 
date, time and venue, suitable for participants. Since par-
ents preferred interviews to be conducted in their home 
environments, both parent and adolescent interviews 
took place in the same environment, although they were 
interviewed separately. Face-to-face, semi-structured 
interviews were conducted by the researcher and the 
assistants, who have experience in conducting qualita-
tive interviews. The researcher sought permission from 
the participants and audio-recorded the interviews. 
Although parent-adolescent dyads were recruited, inter-
views were held separately to avoid the potential of power 
dynamics to affect the quality of data obtained from the 
adolescents. Parents were not involved and were not pre-
sent when adolescents were interviewed. The interviews 
were held in the presence of the researcher, and his assis-
tants and the participant only.

The interviews lasted for 35 to 60 min. Data collection 
for the second phase of the study took place between 
August 2022 and January 2023.

Data Analysis and Synthesis in the qualitative study, 
data was analysed inductively following Braun and 
Clake’s approach to thematic analysis [26]. The doctoral 
student listened to the recorded interviews to familiarise 
himself with the data before and after transcription. Data 
was transcribed verbatim in Asante Twi or English. The 
interviews which were conducted in Asante Twi were 
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translated into English after transcription before being 
retranslated into Asante Twi and confirmed, to ensure 
that participants’ voices were duly represented. After 
this, the doctoral student compared the transcript with 
the recorded interviews to check for accuracy with tran-
scription. While participant verification of the English 
translations was not feasible in this instance, the multi-
step translation and verification process was designed 
to uphold the integrity and accuracy of the data. The 
transcribed data was then uploaded into Atlas.ti soft-
ware, version 23.0.7, for it to be organized into meaning-
ful units to generate initial codes. The codes were put 
together to generate themes and subthemes, and these 
were refined to avoid overlap between the themes. Con-
clusions were drawn from the identified categories and 
themes to align with the objectives. The themes were 
defined and named, and then the report was produced.

Mixed method integration
The aim of the mixed method integration was to describe 
how the qualitative findings explained the SR quantitative 
findings. The independent intramethod approach, where 
separate analysis is done for the quantitative and qualita-
tive studies, was employed in the mixed analysis. Infer-
ences were drawn from each analysis and the findings 
were compared for interpretations to be made.

A mixed data collection inventory was first taken which 
included as many data points as possible. Interpretive 
analysis was then done to interpret the data patterns. 
Back-and-forth exchange was used to identify data link-
ages. Joint displays were then used to organize linked 
data. The findings were examined for complementarity 
and divergence. The authors returned to theory to find 
explanations and examined intramethod findings for pos-
sible biases to handle divergence. Meta-inferences were 
then generated.

Results
Summary of quantitative results
Following a thorough search of databases, 1,706 studies 
were retrieved. Thirteen studies were included, following 
title and abstract screening. Five studies were included 
when full text screening and narrative synthesis were 
done because of the heterogenous nature of the studies. 
Four studies were RCTs and one used quasi-experimen-
tal design. Two of the studies that were included were 
from Iran and one each from Tanzania, South Africa, 
and Uganda. On average, the studies focused on adoles-
cents between 13 and 16  years of age. One of the stud-
ies delivered the intervention to both parents and their 
adolescents. In the other four studies, interventions were 
delivered only to parents. The method of intervention 
delivery included role plays, lectures, group discussions, 

posters, games, and take-home assignments. Interven-
tion delivery was done by experts such as a SRH educa-
tion and adolescent counsellor, a consultant midwifery 
student with certificate in sexual training of children and 
adolescents, teachers, and HIV peer educators. The vari-
ous interventions were delivered in health centers, com-
munity, worksite, and school settings. Some of the studies 
had components other than SRH communication, such 
as normal sexual development and condom use behav-
iour. SRH communication was found to be influenced by 
SRH information, motivation, or attitudes towards SRH 
information communication, and SRH communication 
skills.

Summary of qualitative findings
Ten parent-adolescent pairs were selected to participate 
in the study. Four of the parents were males and six were 
females based. Nine of the participants were married 
and the other was divorced. Two of them had no formal 
education, whilst the rest had received formal education, 
with one ending at the primary level and the rest at the 
tertiary level. Eight of the participants were Christians 
and two were Muslims.

Five themes emerged from the study in the first theme, 
SRH topics that were discussed by parents as well as the 
sources of information for the discussion were labelled 
as SRH information communicated. The second theme 
related to the elements that either encouraged or dis-
couraged parents from discussing SRH issues with their 
adolescents. This was labelled individual parent and ado-
lescent factors. The third theme was about the perception 
of the parents regarding support from significant others 
and the behaviour of the community towards SRH com-
munication with adolescents. This was labelled contex-
tual factors influencing SRH information communication. 
The fourth theme was on how parents share SRH infor-
mation with their adolescents. This was labelled SRH 
communication skill needs of parents. The last theme was 
on how parents would want SRH intervention to be pack-
aged to meet their needs which considers the method 
of delivery, experts to deliver and venue for delivery of 
intervention and this was labelled Context specific Infor-
mation Communication Intervention.

In the second qualitative phase, 10 adolescents of the 
parents interviewed in the first qualitative phase were 
selected. Their ages ranged from 13 to 16  years, based 
on the Systematic  Review participant population. There 
were six females and four males. Seven of the partici-
pants were at the Junior High School level and the other 
three were at the Senior High School level. Eight of the 
participants were Christians and two were Muslims.

Five themes emerged from the study. The ado-
lescent and parent factors that influenced the SRH 



Page 6 of 18Agyei et al. Reproductive Health           (2025) 22:25 

communication between adolescents and their parents 
were labelled adolescent and parent concerns that influ-
ence SRH communication skills. Adolescents’ percep-
tion of the support from significant others, and cultural 
norms that influence their SRH communication with 
their parents, were labelled sociocultural issues influ-
encing communication skills. The process by which ado-
lescents share SRH information with their parents was 
labelled SRH information communication that influences 
communication skills. The question of the skills that are 
needed by the adolescents for communicating SRH infor-
mation with their parents was labelled SRH information 
communication skill needs. The last theme was on how 
the adolescents would want SRH intervention to be pack-
aged to meet their needs which considers the method 
of delivery, experts to deliver and venue for delivery of 
intervention and this was labelled Context specific Infor-
mation Communication Intervention.

Mixed method findings
The findings from the Systematic Review and qualitative 
study revealed seven areas of focus which are, method of 
intervention delivery, experts involved in the delivery of 
intervention, venue or place of intervention delivery, SRH 
information, motivation, SRH information skills and SRH 
information communication (Fig. 2).

Regarding the method of delivery, the qualitative find-
ings explained the quantitative findings in the System-
atic Review in that, what emerged in the qualitative data 
were methods that had been used in the studies identi-
fied in the systematic review. Various methods were used 
across the identified interventions in the delivery. The 
methods included lectures, games, group discussions, 
role-plays and brainstorming [1]; workshop, classroom 
teaching (which included role plays, debates and writing 
exercises), homework assignments [27]; lectures, posters, 
group discussions, exercises, role-plays and creating sce-
narios [13]; workshop making use of group sessions [15]; 
group Counseling [9]. Parents in the qualitative study 
mentioned that they would prefer workshop with lec-
tures, role plays, group discussions, role plays, discussion 
and brainstorming (Table 1). Adolescents preferred class-
room teaching with homework and games (Table 1). The 
illustrative quotes have been given on Table 1. It is likely 
that the delivery method employed by Seif and colleagues 
[1] would be accepted in the Ghanaian context.

Regarding the experts used to deliver the interventions 
(Table  2), the qualitative findings explained the quan-
titative findings in the Systematic  Review in that, what 
emerged in the qualitative data were experts with simi-
lar background that had been used in the studies iden-
tified in the systematic review. Teachers [14]; expert in 

Fig. 2 Mixed Methods Results
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sexuality health education, adolescent counsellor [13]; 
peer HIV educators, clinical psychologists [15]; and 
consultant midwifery student [9] were found in the sys-
tematic review (Table 2). In the qualitative study, nurses 
and midwives also emerged as experts that would be pre-
ferred (Table 2). Parents only wanted that their children 
to be taught by someone who holds their culture in high 
esteem so that adolescents would receive a culturally 
appropriate SRH information.

In respect of the setting for the study (Table  3), the 
qualitative findings explained the findings in the system-
atic review. In the systematic review, school setting [14]; 
worksite [15]; community [1, 13]; health centre [9]. In the 
qualitative study, it emerged that parents mentioned that 
they would want to receive the training at a community 
centre. Adolescents preferred their school environment. 
Illustrative quotes have been given on Table 3.

With respect to the SRH information, only two studies 
[1, 15] measured the SRH information communicated by 
parents and adolescents. Various SRH information had 
been communicated by parents and adolescents as iden-
tified across the studies. These included the range of SRH 
topics. However, it was noted that in some studies, few 
topics were in discussed, why in others, most topics had 
been discussed. No single study had discussed all SRH 
topics. This has been well presented in article 1. In the 
qualitative study, parents and adolescents had discussed 
about pregnancy, STIs, pregnancy and STIs prevention, 
abortion, abstinence, sex, changes in adolescence, per-
sonal hygiene. These had been discussed across parents 
and adolescents. Contraceptives was not really discussed 
among majority of parents and adolescents. Most par-
ents mentioned that they will not talk about it because 
of the age of the adolescents and others because it is not 
culturally appropriate. Information sources for parents 
included relatives, books, church, mosque, the media, 
personal experiences whilst parents, books, school, rela-
tives, peers, church, mosque and the media. Illustration 
quotes have been given on Table 4.

On account of what motivated parents and adolescents 
to communicate, the qualitative findings explained the 
quantitative findings. This was measured by Seif and col-
leagues [1] and [14] in their studies. Personal and social 
motivation emerged in the qualitative study to be factors 
that influence SRH information communication skills 
and the search for SRH information Table 5).

Regarding the SRH information communication skills, 
the qualitative findings explained the quantitative find-
ings. Those who were trained in the various interventions 
identified in the systematic review had improved SRH 
information communication skills as compared to those 
in the control group. In the qualitative study, because 
no intervention had been delivered, it was found that 

parents and adolescents lacked SRH information com-
munication skills (Table 6). This explains the need for a 
culturally sensitive SRH information communication 
intervention to be used to train parents and adolescents 
on SRH information communication.

Lastly SRH information communication was also iden-
tified as a theme (Table  7). Regarding this, the qualita-
tive findings explained the quantitative findings from the 
systematic review. After the various interventions, fre-
quency of communication improved. In the qualitative 
study, it emerged that parents and adolescents do not fre-
quently communicate SRH information communication. 
It is believed that, when there is an intervention, it could 
assist in training them to have the skills that will translate 
into frequent SRH information communication.

Summary of mixed method findings
It was identified that the success of SRH information 
communication is determined by the skill possessed 
by the parents and their adolescents. For the commu-
nication to take place successfully, information that 
is culturally appropriate, which considers the cultural 
values as a motivation is likely to improve the attitudes 
of parents and adolescents towards SRH information 
communication.

A culturally sensitive SRH information communication 
intervention must consider the method of delivery, the 
place of delivery and the experts involved in the delivery. 
Making use of classroom teaching in a school for adoles-
cents, and workshops in the community for parents, may 
be culturally appropriate and explains some of the meth-
ods that were used in the various interventions identified 
in the quantitative phase. Health professional, especially 
nurses and midwives, who value the cultural norms may 
be contextually appropriate, which explains the findings 
from the quantitative phase. Parents would want to know 
what their adolescents are being taught and would prefer 
that they are present.

Discussion
This study was to systematically integrate data from a 
systematic review of effective SRH information com-
munication interventions in LMICs and a qualitative 
study in Ghana. This was done to know the compo-
nents to consider when adapting a SRH information 
communication intervention into the Ghanaian setting. 
The study highlights important components of SRH 
information communication interventions, and the cul-
turally sensitive components that can be factored into 
them, in order to have a contextually appropriate inter-
vention for Ghanaian parents and adolescents. This is 
necessary because interventions are more likely to be 
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accepted if they have values, beliefs and behavioural 
sensitivity that meet those of the user [28].

Some barriers, such as social norms and lack of 
skilled health professionals, have been identified as hin-
derances to the acceptability of SRH interventions [29]. 
This being the case, paying attention to the voice of the 
participants and their preferences will help to adapt an 
intervention so that it is culturally sensitive and likely 
to be accepted by parents and adolescents in the Gha-
naian context. Healthcare professionals such as nurses 
and midwives are likely to deliver the interventions 
effectively. This finding in the mixed method integra-
tion has been implemented in many SRH interventions 
[29]. Some interventions have also used a multidisci-
plinary health team for delivery [30]. What is gener-
ally known is that intervention studies that involve 
adolescents make use of those who directly care for 
adolescents or experts in adolescent health [32]. Thus, 
healthcare workers who have been trained to specially 
care for adolescents, especially with regards to SRH, 
will be beneficial and contextually appropriate for the 
intervention delivery. The concern of parents was that 
the healthcare professionals delivering the interven-
tion should be familiar with their cultural values so that 
they are not compromised.

Another relevant finding of the mixed method integra-
tion concerns the setting for intervention delivery. This is 
the venue where the intervention delivery takes place. It 
emerged that a school-based setting or a community set-
ting for adolescents and a community setting for parents 
are preferred. Most interventions in SRH for adolescents 
have used school-based settings, making use of a group 
format [33], and this has been effective. For instance, Bar-
ron [34] and Punamki and colleagues [35] used school-
based settings with a group format and it was effective. 
Adolescents may feel comfortable in schools because 
they may be used to the environment and might have 
already have been having group discussions there. Using 
what they are interested in may lead to SRH information 
communication skill acquisition to communicate SRH 
information. A community-based approach for parents 
and or adolescents has been effective in some interven-
tions [36, 37].

Regarding the method of delivery, it was found that 
parents and adolescents preferred role play, lectures, 
group discussions and teaching which were also used in 
the various interventions that were identified in the sys-
tematic review. Different delivery modalities, such as lec-
tures, have been employed in various studies to deliver 
SRH programmes for adolescents, such as in China 
where there is conservativeness in adolescent SRH [38]. 
There is the possibility of these methods working effec-
tively in a SRH information communication intervention 

delivery since they have been used in similar interven-
tions in LMICs, as identified in the systematic review.

SRH information that is usually communicated by par-
ents and adolescents is influenced by social norms [1]. In 
the Ghanaian context, as identified from the qualitative 
data, the SRH information that has been mostly com-
municated by parents and their adolescents has included 
menstruation, STIs, pregnancy, abstinence, changes in 
adolescence, sex and sexual relationships. This supports 
earlier studies in Ghana [39, 40]. This explained the data 
gathered from the systematic review in phase one. SRH 
is a sensitive area, especially regarding adolescents, and 
parents always want to preserve their cultural values. For 
instance, in the implementation of the DARAJA curricu-
lum in Zanzibar, parents opposed the discussion regard-
ing condom use and other contraceptive methods with 
adolescents, and consequently that part was omitted 
before the implementation [1].

In South Africa, while stigma persists, interventions 
targeting parents to facilitate open discussions have 
shown promise, demonstrating that culturally sensitive 
approaches can mitigate these barriers [41]. Studies in 
India, such as those by Mehra and colleagues [42], show 
comparable challenges, with family members avoiding 
conversations about contraception and sexual health due 
to traditional beliefs about purity and morality.

This suggests that what may be accepted in the Ghana-
ian context is what has been mentioned by participants 
in the qualitative data from Ghana. Therefore, this must 
be taken into consideration in the adaptation of the SRH 
information communication for parents and adolescents 
in Ghana. This is because the effectiveness of interven-
tions in public health is usually associated with the social 
and cultural context in which the implementation takes 
place. An effective intervention may not be effective in a 
new setting [43].

The varying effectiveness of SRH communication inter-
ventions across contexts can be attributed to a range of 
contextual factors. Cultural norms play a pivotal role; 
in settings where SRH discussions are culturally taboo, 
interventions often face resistance, as seen in regions 
with conservative social norms [44, 45]. Conversely, 
interventions in culturally open societies tend to achieve 
greater success.

Caregiver comfort levels are another critical factor. 
Interventions that include caregiver training to build 
confidence and communication skills are more effective. 
However, caregivers who feel unprepared or perceive 
SRH discussions as promoting inappropriate behaviors 
may limit the success of such interventions [45].

Adolescent receptiveness also significantly affects 
outcomes. Adolescents who view their caregivers as 
approachable and nonjudgmental are more likely to 
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engage in meaningful conversations. Interventions in 
such contexts have shown higher effectiveness. In con-
trast, authoritarian or dismissive parental attitudes can 
reduce intervention impact, highlighting the importance 
of relational dynamics in SRH communication [46].

The findings also suggest that parents and adolescents 
need skills to communicate SRH information. This sup-
ports an earlier study in Ghana [47]. Lack of required 
skill can be a barrier to SRH information communica-
tion [40]. This highlights the need for intervention to 
train parents and adolescents to develop skills for SRH 
information communication. Appropriate delivery meth-
ods are believed to contribute to SRH information com-
munication skill development [1]. Evidence from the 
literature posits that the openness and frequency of SRH 
information communication may increase when parents 
and adolescents possess the skill for communicating such 
information [48].

Strength and limitations
The qualitative phase provided data that is contextually 
appropriate because this will inform the adaptation of 
a culturally sensitive SRH information communication 
intervention. The integration of results from the system-
atic review of SRH information communication interven-
tions and the qualitative data which made use of rigorous 
methods increases the value of the findings.

Only studies reported in English were considered in the 
systematic review; studies in other languages were there-
fore excluded. The age of adolescents was limited to 13 to 
16 years, and this excludes the needs of adolescents and 
parents of adolescents and the interventions where the 
mean age was lower or higher than the stated age range.

Conclusion
This study used an explanatory sequential mixed method 
approach to systematically integrate data from a system-
atic review of effective SRH information communication 
interventions in LMICs and a qualitative study in Ghana. 
The qualitative data explained the quantitative data from 
the systematic reviews and has provided the basis for 
the adaptation of a culturally sensitive SRH information 
communication intervention in Ghana. The study reports 
on the methods of delivery, the use of experts in deliv-
ery and the delivery settings which are culturally appro-
priate. In all, parents and adolescents have the desire to 
communicate SRH information. However, they want to 
share information that preserves their cultural values. 
Both parents and adolescents lacked skills to share this 
information. So SRH information communication inter-
vention which is culturally sensitive may help to improve 
communication skills for parents and adolescents.

The development of localized SRH education cur-
ricula that involve community stakeholders, including 
parents, traditional leaders, and educators are therefore 
recommended. These curricula would emphasize cul-
turally appropriate ways to discuss sensitive topics with 
adolescents. There should be formulation of policies that 
institutionalize parent-focused SRH workshops as part of 
community health initiatives. Such workshops can equip 
parents with the skills and confidence to navigate SRH 
discussions within their cultural contexts.
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